Study Objectives: Mental illness including substance use disorders account for 1 in every 8 emergency department visits in the U.S.. The increasing trend in frequency of this type of visit along with overall limited resources for mental health care in the US has resulted in the increased utilization of resources and more often the use of restraints for the agitated or combative patient. Although sometimes unavoidable, the necessity for restraints can put a burden on emergency department resources and health care providers. More importantly, it can place our patients at risk for adverse events. Our goal was to identify if the utilization of education and protocols in early verbal deescalation techniques and the use of oral disintegrating antipsychotic medications can reduce the need for chemical and physical restraints in the emergency department.
Methods: This single center, institutional review board-approved retrospective observational study detailed restraint use in the emergency department both pre-and post-implementation of a de-escalation team (EDT). We also highlighted the use of oral disintegrating antipsychotic medications (Risperdal M-tab® and Zyprexa Zydis) to catch psychiatric symptoms early. The training for the EDT was required by all ED staff. The EDT activations and use of physical and chemical restraints were trended over the past 12 months.
Results: In a 110,000 visit per year ED with nearly 7000 new patient encounters related to mental illness including substance abuse in a 12-month time period, the average number of times chemical restraints used per day decreased by over 70% from 4 to 0.58 with statistical significance of p &lt 0.05. Additionally, the number of physical restraints decreased from an average of 40 per month to less than 20 per month across the same time frame.
Conclusions: The creation of an EDT and targeted education highlighting the use of early verbal de-escalation and oral disintegrating antipsychotics decreased the rate of chemical and physical restraints in an ED with a high volume of psychiatric patients. This can be applied to any emergency department setting regardless of location, size, or depth of mental health care resources. These results show that even minimal supplemental training on early intervention for agitated patients can help us provide safer care for our psychiatric patients in the emergency department. Study Objectives: A major cause of ED crowding is the inability to move admitted patients from the ED to inpatient beds. When inpatient beds are full, bed capacity can be increased by using alternative care area (ACA) beds. ACA beds were previously designated disaster plan beds and located in inpatient hallways, cardiac catheterization lab, and endoscopy. Our objective was to examine the effect of ACA bed policy on several patient safety and quality outcomes: transfers to Intensive Care Unit (ICU), mortality, 72-hour hospital re-admission, hospital acquired infections (HAI), and falls.
Methods: Retrospective cohort study of all patients (age >18 years) admitted to a non-ICU bed from the ED at a single, urban, academic hospital with an ED volume of >70,000/year. Exclusion criteria: patients who went from the ED to a procedure or operating room, or had psychiatric admission. In 2015, a new hospital policy allowed use of ACA beds when standard inpatient beds were full for patients who did not have altered level of consciousness or dementia, gastrointestinal bleed, bowel obstruction, oxygen requirement >4 liters, contact or airborne isolations, neutropenic precautions, or presence of nasogastric tube or drain. The ACA beds were used primarily from September to March of each fiscal year. Patient data was extracted from the electronic medical record for 3 study periods: pre-intervention, when ACA beds were rarely used 9/2014-3/ 2015; transition period, which had increased ACA bed utilization 9/2015-3/ 2016; and intervention period, which had steady use of ACA beds 9/2016-3/ 2017. The ACA bed utilization and patient outcomes for the study periods were compared in unadjusted and multivariable analyses. In the latter, we controlled for age, sex, telemetry as inpatient, and ED triage Emergency Service Index level. We also performed an instrumental variable analysis using study period as the instrument and the same covariates. To illustrate the need for adjustment, we reported unadjusted relative risk differences between ACA beds and standard beds.
Results: The study included 16,855 patients, of whom 622 patients (3.7%) were admitted to ACA beds. Comparing the 3 study periods, significant differences were: increased number of ACA beds, decreased transfers to ICU, and decreased HAI. Changes in hospital mortality, 72-hour readmission, and falls were not statistically significant. Multivariable regression and the instrumental variable analysis showed no increased risk of major adverse outcomes associated with ACA bed use. In the instrumental variable analysis, statistically significant differences between ACA beds and standard beds were: decreased transfers to ICU -9.7% (95% CI: -18.1, -1.3) and HAI -13.4 (95% CI: -21, -5.8). As expected, unadjusted comparison of ACA beds and standard beds showed large relative risk differences (Table) .
Conclusions: Admitting ED patients to ACA beds was not associated with increased transfers to ICU, mortality, 72-hour re-admission to the hospital, hospital acquired infections, and falls. 
